Case Report
A 14-year-old male was referred for ocular oncology evaluation. He reported a progressively growing mass in the left eye for the last 5 months. There were no other ocular or systemic complaints. His past medical history was unremarkable.
Ocular examination revealed a 10 × 6 mm lobulated yellowish mass occupying the inferior and lateral portion of the left subconjunctival space (Fig. 1 ). Although the conjunctiva over the mass was brilliant and apparently undisturbed, it could not be moved over the tumor, which in turn seemed to be firmly attached to the episclera. Surgical excision was performed with superficial lamellar sclerectomy and primary wound closure with interrupted 8-0 polyglactin suture. The patient was prescribed with tobramycin eye drops for 7 days and 0.1% dexamethasone eye drops tapered over a 30-day period. Visual acuity remained normal and there was no other visual limitation. At the 12-month follow-up visit, there was no evidence of local recurrence.
Histopathological evaluation revealed a preserved conjunctival epithelium and a tumor in the subconjunctival space, composed of benign cells exhibiting small round nuclei and granular eosinophilic cytoplasm. The cytoplasmic granules were periodic acidSchiff (PAS) positive and exhibited positive immunostaining for S-100 and CD-68 ( Fig. 1) .
Comments
GCT is a rare tumor that usually presents in the 4th to 6th decade with no gender predilection [5, 7] . Although it has been reported to affect many structures of the ocular adnexa, including the palpebral conjunctiva, we found no single case located at the subconjunctival bulbar space [5] [6] [7] [8] [9] [10] [11] [12] .
The tumor is usually benign, but complete excision is advised since local invasion after incomplete excision has been reported to result in orbital exenteration [12] . Complete excision can be challenging since this tumor is known to be usually firmly adherent to deeper planes [5] [6] [7] . In our case, the tumor was adherent to the superficial episcleral tissue, but complete excision was performed with superficial lamellar sclerectomy.
The diagnosis of GCT is usually made on the basis of its typical features on light microscopy hematoxylin and eosin-stained and PAS sections (small round nuclei and granular cytoplasm that are PAS positive) [4, 8] . Due to its neural origin, the tumor frequently stains positive for S-100 protein and neuron-specific enolase [2] [3] [4] 8 ]. Another marker that frequently stains positive in GCT is CD-68. This was once interpreted as a possible histiocytic origin for GCT, but lately, CD-68 positivity was proved to be a common finding in a variety of lesions rich in lysosomes, thus making this immunomarker not a specific one to GCT [2] [3] [4] 8] .
In this unusual location, GCT can mimic many other rare stromal conjunctival lesions and a correct clinical diagnosis is virtually impossible, making surgical excision with histopathological study mandatory. Another aspect reported in GCT that could induce clinical and even histopathological confusion is the presence of pseudoepitheliomatous hyperplasia. This finding was already reported in cases of palpebral conjunctival GCT, but was not identified in the present case [10] .
In summary, we present a rare case of GCT located in the bulbar subconjunctival space. We highlight the tumor's clinical, surgical, and histopathological aspects and comment on the challenges to diagnose and surgically manage such a lesion.
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